through a canaliculus into the nose, without any set mancouvre to remove discrete pieces of bone.
Indications: The rhinologist is limited in his choice of cases, since the selection is made for him by the ophthalmologist. Any case suitable for external excision is, at some period or other, suitable for per-nasal attacks.
Contra-indications: Acute empyema. Temporary and surmountable contra-indications: Deviated septum; enlarged middle turbinal; sinusitis, especially ethmoidal or frontal.
Technique: It is of paramount importance to remove sufficient bone. The gouge cuts the bone almost parallel to its surface, and so tends to slip. Care is necessary to avoid formation of false passages in passing canaliculus probe. Support the nose from outside while chiselling is necessary, so as to avoid fracture-dislocations.
Complications and disappointments: Failure of operation to cure. Subcutaneous or subconjunctival ecchymosis. Abrasion of septum with subsequent adhesions. No need to fear that the patient will " blow his nose into his eye" subsequently.
Results: " Is this a good operation ?" Since we only receive cases selected by ophthalmologists, this question is for them to decide. In the author's series of twenty-five, 63 per cent. are cures, 12 per cent. partly cured, and 25 per cent. failures. Longest duration to date of a cure is six years.
DISCUSSION.
Mr. J. F. O'MALLEY: I do not regard the operation as an easy one, and I speak from experience of some twenty cases. The indications for operation which guide me are: (1) Obstruction in the duct below the sac; (2) mucocele Section of Laryngology or empyema of sac. It is important to make sure that the canaliculi are patent. A deflected septum is not, in my opinion, a contra-indication, as it can be quickly resected at the time. In fact it is a useful procedure in the case of a narrow nose, before trying to expose the lacrymal sac. A large opening in the bone is important. To find the sac, I make a small external skin incision, and insert a blunt probe to push the sac into the intra-nasal bony window. I tried injecting reethylene blue into the sac, but it did not help.
Dr. D. R. PATERSON: I have had considerable experience of West's operation, and am pleased with the results. I am in the habit of resecting part of the septum when necessary. One contra-indication to the operation is a positive Wassermann reaction, because in those cases there is a tendency for the opening to close.
Dr. JAMES DONELAN: I am glad Mr. Whale has laid stress on the importance of getting into the lower end of the sac, rather than into any part of the duct. Mr. Howarth has further elucidated that point. I have done several cases, with varying fortune. I will only refer to one, which I showed here about three years ago, the case of a boy aged 11. Partly through a miscalculation, owing to the small space, I got into the sac instead of the duct and had a good result, while on the other there was failure, although the duct was opened. It is important, in choosing these cases, to know how much has been already attempted by the ophthalmologist.
Mr. W. M. MOLLISON: The operation I have found difficult, in consequence I modify the proceeding somewhat: the mucous membrane is incised in front of the anterior end of the middle turbinal and a sharp-pointed Watson-Williams's frontal sinus curette is driven through the bone and the point manceuvred through to the lower canaliculus-previously slit. The opening thus made is enlarged by the curette and a fine rubber tube drawn through to the nose from the canaliculus and the ends fastened together on the face; the tube is left in position for five or six days. Results are satisfactory. The youngest patient operated on was 4 years old and his epiphora was cured. In one case the operation was performed on an old woman with cataract and suppurative dacryocystitis. The ophthalmic surgeon wished the operation to be done in order to have a clean field for the cataract operation. After a preliminary increase in sepsis the condition cleared up.
